It should be emphasized that a massive diuresis is not an obligatory stage in recovery, that when it occurs it is due to previous overhydration and should not therefore be treated by fluid replacement. The emphasis is necessary because numerous recent publications still advise this treatment, which can only perpetuate the overhydration and cause electrolyte loss.
It should be emphasized that a massive diuresis is not an obligatory stage in recovery, that when it occurs it is due to previous overhydration and should not therefore be treated by fluid replacement. The emphasis is necessary because numerous recent publications still advise this treatment, which can only perpetuate the overhydration and cause electrolyte loss.
The determining factor in deciding the nature of a diuresis is the urine osmolality. If this is hypotonic it is one of water and an increasing intake is not desirable. If it is isotonic or hypertonic it is one of solutes and an increased fluid intake may be encouraged. In practice it is generally safe at this stage to allow a free intake; but some patients then, as a reaction to prolonged deprivation, drink excessively (although one patient was afraid to drink at all in case she still could not pass it).
In this work there is no consistent difference between the urines of cases with chronic failure or acute failure which could help in deciding between the two conditions. The absence of any difference has already been emphasized by Franklin and Merrill (1960) , but clinicians continue to seek for one. Prerenal conditions, such as a marked reduction in food and water intake, may also produce oliguria and a relatively dilute urine. Joekes et al. (1957) consider that such urines can be distinguished by their low sodium concentration; but this is uncertain, since similar low concentrations are seen here in acute failure.
Summary
The concentration of urea, electrolytes, and total osmols was studied in the urines of patients with acute and chronic renal failure. No differences which could be used in distinguishing the two conditions were found.
Patients with chronic failure, when neither dehydrated nor overhydrated, passed urine which was hypotonic to or isotonic with plasma and never hypertonic. Those with acute failure also often passed hypotonic urine at first, the osmolality increasing to that of plasma or slightly more with improvement. This, since the fluid intake was strictly limited, shows an inability to concentrate, which resulted in an increase in urine volume as solute excretion increased. Improvement in concentrating power was slow, but recovery, as shown by excretion of retained urea, occurred satisfactorily with these dilute urines, although the daily urine volumes were often only about 1.5 litres and did not exceed 3.5 litres. High volumes suggest previous or concurrent overhydration, which can be confirmed by the finding of hypotonic urine. The fluid intake under these circumstances should be less than the output. Brit. med. J., 1964 Brit. med. J., , 1, 1087 Brit. med. J., -1090 Interest has recently been focused on patients suffering from multiple attacks of suppurative meningitis. In most of these cases it is possible to establish as the predisposing factor an earlier trauma which has left anatomical changes in the base of the skull that make it easier for bacteria to invade the central nervous system. Table I shows the age of the patients at the time of the first attack of the disease, their sex, and the month and year of the attacks. Two of the patients were adults and two children; three were males. One patient had aseptic meningitis four times, one had it three times, and two had it twice. The interval between attacks was four months to eight years; it was under two years in only two cases. The disease began in the period August-October six times, in the winter and spring seasons five times. For both attacks in Case 4 and for the second attack in Case 3, the patients were admitted to the Children's Hospital, University of Helsinki, otherwise the patients were treated at Aurora Hospital. Clinical and Laboratory Findings
In the history of the patients there was nothing indicative of earlier cranial trauma or suppurative meningitis. The patients had not been unusually prone to acute respiratory infections or other infectious diseases. The onset of the illness was sudden, the patient having previously been completely healthy. There was fever (38.2-39.8' C.), headache, and nausea or vomiting in all the cases, but the general condition was nevertheless good. The duration of the fever was from 2 to 10 days (Table II) . Stiffness of the neck and back was present in all the cases. There were no symptoms or signs indicative of deeper involvement of the central nervous system to Justify a diagnosis of encephalitis. Otological, rhinological, and ophthalmological findings were normal. There was nothing indicative of a respiratory disease. Table II shows that the erythrocyte sedimentation rate (E.S.R.) and the leucocyte count were normal or slightly elevated. Paper-electrophoresis and immuno-electrophoresis patterns were normal in the serum of all the patients. X-ray films of the skull were normal. Electroencephalograms (E.E.G.) were taken two to threeptimes for all patients. The finding was within normal limits except in Case 2, where the E.E.G. was definitely pathological during the third attack, but a year later the abnormal changes had almost disappeared.
The results of the cerebrospinal fluid (C.S.F.) examinations can be seen from 
Results of Microbiological Studies
The virus isolations and the antibody responses to the probable aetiological agents are presented in Table III .
In The unknown aetiology of the other attacks sustained by our patients is by no means evidence that they were not caused by viruses. It is well known that in one-third of the cases of aseptic meningitis even in material subjected to the most thorough examination-for example, Meyer et al. (1960) -the aetiology remains obscure. Even though our study is suggestive of a differing viral aetiology in successive attacks of aseptic meningitis, the possibility must also be considered that the same virus might repeatedly cause the disease as in recurrent herpes simplex infection. No significant rise in antibody response to herpes simplex was shown in any of our patients.
Many viral diseases result in a good specific immunity and a recurrence of the same disease is unusual. As aseptic meningitis may be caused by many different viruses and some other microorganisms, the syndrome may well have a different aetiology in each attack. However, multiple attacks of aseptic meningitis Experimental Animals.-Male rabbits (6) were chosen for consistently high fertility during 14 months of repeated matings ; they were again mated twice before the start of the thalidomide treatment to make certain that they were capable of producing good-quality litters. The females (40) were picked for their excellent fertility as well as maternity records, each having raised without loss at least two litters of not fewer than S and up to 11 young prior to the experimental matings with the thalidomide-treated bucks. It may be added that the conception rate in our colony is 97%, and the average number of young at birth is nine.
Thalidomide was fed to males in capsules, in divided doses; the courses of treatment are stated in the Table. Body weights were recorded throughout the experimental period, but no significant changes were noted and the animals appeared to be in good health during the whole time. The bucks were mated to does after thalidomide-free intervals extending from 2 to 10 weeks. The progress of pregnancy was checked by palpation from day 8 post coitum. The offspring were counted at birth, weighed, and inspected for abnormalities. They were maintained for up to 14 days, when the survivors were again counted and weighed as well as sexed, before the termination of the experiment. No appreciable alteration of the sex ratio was observed.
RESULTS
Experiment 1 (see Table) records observations made with two males, A and B. It can be seen that total loss of litters fathered by these two thalidomide-fed rabbits occurred in each case-for male A at 4 weeks and for male B at 10 weeks from the end of their treatment with thalidomide. These two males were retained without further treatment for another four and a half months ; during that period each was twice mated, with the following results: for A, one failure to induce conception (confirmed at necropsy of the doe on day 10 p.c.) and one viable litter; for B, one pseudopregnancy (confirmed at necropsy of the doe on day 10 p.c.) and one viable litter. These findings are not recorded in the Table, but will be taken into account in assessing the results.
